superiolaterally up along the external oblique ridge of the mandible, and embedded beneath the arch of the zygoma. Meticulous irrigation and debridement was performed and the wounds were closed primarily (Fig. 4) .
Penetrating facial foreign bodies are relatively uncommon. 1 However, their identification and removal from wounds is often necessary. In adults, most cases of soft tissue foreign bodies after trauma or accidents are asymptomatic.
Symptoms, if present, could be pain or discomfort, local swelling and facial cellulitis. 2 The discovery of an occult penetrating facial foreign body on routine dental radiograph has been previously described. 3 However, their presence may not be considered if they do not show up on radiographs. 4 The localisation of facial foreign bodies is important so that adjacent structure injury can be avoided and the time of removal can be reduced. Various imaging modalities, including plain radiography, xerography, computed tomography, and ultrasonography, have been advocated for detecting facial foreign bodies. 5 If plain radiographs, history and clinical examination fail to reveal the presence of superficial FBs, ultrasound or computed tomography can be used as an alternative method. 6 Prompt diagnosis and appropriate treatment of penetrating facial injuries may lead to only minor sequelae. However, these patients may be in need of prompt resuscitation, due to bleeding both externally as well as intracranially. If an intracranial foreign body is suspected, urgent neuroimaging is mandatory to determine exact location and depth of the pen. 7 This was an unusual case; firstly, there was absolutely no recollection of a snooker cue being used during the alleged assault and secondly, there was no exit wound suggesting a penetrating injury. Despite a history of assault, foreign bodies may not be suspected clinically leading to a delay in diagnosis. Clinical surgery is reliant on thorough history taking and careful examination. However, surprises can still occur and a surgeon has to be prepared for the unexpected. We recommend that hospital at night contact the maxillofacial team on call when suspected penetrating facial injuries present to the emergency department. 
SOUND VIA TEETH
Sir, I have a keen interest in advances in technology and find it a fascinating topic to keep informed of. As of late, I have learned of an exciting development which has recently been granted a European CE Mark and may possibly be a technology that could change the future of how personal audio is transmitted to our ears via our teeth. A company in the USA has developed a hearing aid which picks up sound from a microphone located behind the ear and wirelessly transmits these data to a removable intra-oral prosthesis. The intra-oral prosthesis is attached to the patient's maxillary molar teeth and converts these data into vibrational energy via micro actuators which in turn is picked up by the cochleae bypassing the middle ear all by conduction of bone. It is intended for patients with 'single sided deafness, conductive hearing loss or mixed hearing loss' and is the first nonsurgical and removable hearing prosthesis which transmits sound via teeth. The company claims it delivers high-fidelity sound and eliminates the need for surgically placed cochlear implants.
I can appreciate there will be refinements made to this device, and could be developed into exciting technologies of the future such as wireless intra-oral personal headphones, hands-free headsets for mobile phone users and even military communications. However, I can also envisage dental difficulties, for example, how this attaches in an edentulous patient, plaque retentive factors and risk of inhalation. Also if this device requires a repair would this become a service a dentist should provide and will this require some form of training? This is certainly an interesting and unexplored field that has scope for many daily uses and may even strengthen our future relation with ENT specialists whom we would potentially work closely with to construct such devices. 
R. S. Virdi Glasgow

CLEFT PATHWAYS
Sir, the study by Locke and Bishop 1 has thrown up some important issues that I would like to highlight. Having worked in a variety of restorative units over the last seven years I am sensitive to the difficulties in the provision of multidisciplinary treatment for cleft lip and palate patients whilst in their adolescent years but what is more worrying is the need for ongoing care past the age of 18.
The care pathways outlined for cleft lip and palate seem to decline once both orthodontic and surgical treatment has been completed at the end of growth and Clinical Standards Advisory Group (CSAG) audit requirements have been met. However, for many patients this period is not the end of their care but rather the start of a lifelong commitment and support from restorative specialist teams. Sadly this need may not be as accessible as current need requires.
Once formal cleft treatment is completed patients can be forgiven for being relieved due to the number of hospital visits and surgical episodes required for correction of their abnormality. Once into adulthood the ongoing maintenance and management of these patients who may present with complex problems that are otherwise unmanageable in primary care can fall on the specialist in restorative dentistry. Teeth in cleft patients have been shown to have a plethora of morphological anomalies 2 in addition to compromised periodontal health due to proximity to the cleft. 3 Where surgical correction of the cleft has been suboptimal the requirement for obturator provision as opposed to further surgery may be preferred. A newer issue is the ongoing maintenance of implant prostheses. These issues have not been addressed formally for patients leaving the cleft pathway. In contrast the requirement of a specialist in restorative dentistry for the initial assessment, treatment and ongoing monitoring of patients with head and neck cancer has been documented in national clinical guidelines. 4 The figures for this patient cohort are slightly better than the results from the current Locke and Bishop study -although there is still an obvious requirement for improvement.
There is a need for the specialty of restorative dentistry in the lifelong treatment of these patients which needs to be highlighted for health care commissioners and CSAG.
A. Alani
